Clinical psychologists in Asia have relied on translated tests, such as the Minnesota Multiphasic Personality Inventory-2 (MMPI-2; Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989) , as the major tools for personality assessment (Cheung, 1996, in press ). The importation of well-established tests provides psychologists with the wealth of evidence accumulated to support these tools. Yet, cross-cultural differences observed in the test results raise questions about the suitability of direct applications of these instruments. For example, scores on several clinical scales on the MMPI-2, including Scales 2 Depression, 7 Psychasthenia, and 8 Schizophrenia, are elevated even among the normative sample in China. If these scores were interpreted directly according to the U.S. norms, there would be an overestimation of psychopathology.
To overcome this problem, cross-cultural researchers could develop local norms for translated Western tests. However, even if local norms are adopted, one major deficiency remains: In translated instruments, indigenous personality constructs that are important and meaningful to the local culture are missing. These deficiencies have led to a rising interest in developing indigenous measures (Cheung & Leung, 1998; Church & Katigbak, 1988) . The early attempts to develop indigenous personality tests in Asia for clinical assessment involved modifying or adapting imported instruments (Cheung, in press ). However, cross-cultural and multicultural researchers have pointed out the need for culturally relevant and sensitive assessment of ethnic minority groups in the United States as well as of people from other cultural backgrounds (Atkinson, Morten, & Sue, 1998; Cheung & Leung, 1998) . It has been noted in studies of Asian Americans that individualistic concepts underlying counseling and psychotherapy in the Caucasian American culture may be inconsistent with Asian values (Atkinson et al., 1998) . To date, the most comprehensive attempt to develop an indigenous personality inventory suitable for the Chinese culture is the Chinese Personality Assessment Inventory (CPAI; Cheung, Leung, et al., 1996) .
The CPAI
The CPAI was developed to provide an indigenous personality inventory for normal as well as diagnostic assessment of the Chinese people, who constitute one fifth of the world's population. The goal was to construct an inventory relevant to the local culture while retaining the high standards of test validity and reliability expected of established assessment instruments. The construction of the CPAI followed a similar approach to the development of the MMPI-2 content scales (Butcher, Graham, Williams, & BenPorath, 1990 ). The test developers preferred an omnibus personality measure, which serves multiple purposes in assessment, over an instrument limited to clinical assessment. Scales that measure normal personality attributes and clinical predispositions were included in the full set. Some of the normal personality attributes, such as optimism-pessimism and emotionality, are relevant to clinical considerations. Conversely, clinical features are also relevant to personality assessment in personnel selection and other normal functions.
The personality constructs included in the CPAI were developed from multiple input covering a wide range of daily life experiences. Personality descriptions were obtained by using different methods, including a review of contemporary Chinese novels, informal surveys of people in the street, self-and other-descriptions by professionals, and a review of the relevant psychological literature. For the clinically based personality constructs, references were also made to the clinical experiences of local practitioners. The test developers identified common patterns of symptoms observed among Chinese psychiatric patients. References were made to previous research on the Chinese MMPI (Cheung & Song, 1989; Cheung, Song, & Butcher, 1991; Cheung, Zhao, & Wu, 1992) . The labels for the CPAI clinical scales focused on specific symptomatology and avoided the use of diagnostic nomenclature, such as "schizophrenia" and "psychasthenia." Large-scale empirical testing was conducted in several stages to generate and select scale items for the CPAI, to verify the selected scales, and to standardize the final version (see Cheung, Leung, et al., 1996 , for the detailed steps in the construction of the CPAI).
The CPAI consists of 22 personality scales for assessing normal personality traits, 12 clinical scales for assessing personality characteristics associated with psychopathology (including 1 that is double-listed as a personality scale), and 3 validity indexes. The names and brief descriptions of the scales are listed in the Appendix.
To address the lack of culturally relevant constructs for the Chinese people in translated Western personality tests, a number of CPAI scales were developed on the basis of constructs that are particularly important to the Chinese culture but are not covered in other personality measures, such as Harmony (HAR), Modernization (MOD), Graciousness versus Meanness, and Face (FAC). These constructs have been studied extensively in Chinese psychology (see Bond, 1996) . Factor analysis of the CPAI extracted four personality factors and two clinical factors. The four principal-components factors for the personality scales are Dependability, Interpersonal Relatedness, Social Potency, and Individualism. In particular, the Interpersonal Relatedness factor consists of mainly indigenous scales that depict the emphasis on instrumental relationships in Chinese culture, such as maintaining harmony, avoiding conflict, saving face, adhering to norms and reciprocity in social interactions, and exchanging favors and affection according to implicit rules in relationships. This factor is unique to the CPAI and is not found in other Western personality tests (Cheung et al., 2001) . These personality attributes are relevant not only to social behaviors but also to coping and mental health among Chinese people. In previous studies, the Interpersonal Relatedness factor scales added predictive value beyond those contributed by translated Western personality tests in predicting filial piety, trusting behavior, persuasion tactics, and communication styles (see Cheung et al., 2001) .
The clinical scales of the CPAI assess common forms of psychopathology found among Chinese psychiatric patients. Most of these clinical scales tap symptoms that are mostly common across cultures, including moods, physical symptoms, delusions, and hallucinatory experiences. In these scales, only symptoms relevant to the local contexts are included. The two clinical factors extracted are Emotional Problems and Behavioral Problems (see Cheung, Leung, et al., 1996) . The scales that load on the Emotional Problems factor include Depression (DEP), Anxiety (ANX), Physical Symptoms (PHY), Inferiority versus Self-Acceptance (I-S), and Somatization (SOM). The scales that load on the Behavioral Problems factor include Hypomania (HYP), Antisocial Behavior (ANT), Need for Attention (NEE), Pathological Dependence (PAT), Paranoia (PAR), Distortion of Reality (DIS), and Sexual Maladjustment (SEX).
SOM is the only CPAI indigenous clinical scale designed to assess the reported tendency of Chinese patients to use somatic symptoms to present their psychological distress (Cheung, 1995) . Somatic complaints are dominant features in Chinese patients' description of discomfort and may be viewed as a contextualized response to emotional distress with implications for social relationships (Kleinman, 1986) . For Chinese psychiatric patients, somatic complaints legitimize the initiation of the help-seeking process (Cheung, 1998) . The somatization tendency differs from the diagnosis of somatization disorder listed in the Diagnostic and Statistical Manual of Mental Disorders (4th ed., text revision; DSM-IV-TR; American Psychiatric Association, 2000) in that these Chinese patients may not reject the notion that their symptoms are caused by psychological factors. Instead, they tend to focus on the somatic presentation because it destigmatizes psychiatric illness.
The SOM scale addresses the underlying dynamic process in which patients react to psychological distress, including the tendency to suppress negative affect or the reluctance to seek psychological treatment. Although patients may be aware of their psychological distress, they tend to focus on the somatic symptoms and do not address the underlying psychological causes. A sample item from the SOM scale is "When I am not happy, I would show that I have a headache or I am tired instead of talking about it" (English translation). Although related, the SOM scale is distinct from the CPAI PHY scale, which taps only the range of physical complaints commonly associated with psychosomatic distress. It also differs from the hypochondriacal syndrome measured by Scale 1 (Hypochondriasis) of the MMPI-2, which covers a broad range of physical symptoms, and the clinical phenomenon of conversion hysteria measured by Scale 3 (Hysteria), which includes items covering denial of social anxiety, need for affection, lassitude-malaise, somatic complaints, and inhibition of aggression (Butcher & Williams, 1992) .
Data collected in the CPAI standardization study provided preliminary support for the validity of the CPAI clinical scales. Analyses of the results of the normative sample showed that all of the CPAI clinical scales were negatively correlated with general and specific indices of life satisfaction (Cheung, Gan, & Lo, in press ). The convergent validity of the CPAI clinical scales was demonstrated by their high correlations with the corresponding clinical and content scales on the MMPI-2 among university students (Cheung, Zhang, & Cheung, 2002) . A number of CPAI personality scales akin to the concept of neuroticism in Western personality measures, such as Emotionality (EMO) and Optimism versus Pessimism (O-P), were also related to psychopathology as measured by the MMPI-2 clinical and content scales.
The clinical utility of the CPAI scales in differentiating clinical from normal groups was examined in two studies. We used CPAI scales to differentiate (a) prisoners from a normal comparison group in Hong Kong in Study 1 and (b) psychiatric patients from a normal comparison group in China in Study 2. In each study, we examined the average standardized scores of the clinical sample. We expected that the mean scores of the clinical sample on the relevant CPAI clinical scales would be elevated above the mean of the normal comparison sample. Furthermore, we used logistic regression to evaluate the contribution of the CPAI scales to the discrimination of the clinical sample from the normal comparison group. In addition to the clinical scales, we expected a selection of the CPAI personality scales to distinguish the clinical sample from the normal group. The identification of personality scales characterizing the clinical samples is exploratory in nature. These personality scales provide a descriptive constellation of the personality features associated with psychopathology. In particular, if the indigenous personality scales were included in the regression model, there would be further support for the usefulness of the CPAI.
Study 1
In the first study, the clinical utility of the CPAI was examined with a group of male prisoners by discriminating them from a comparable group in the normative sample. We explored the clinical and personality scales that characterize this group of prisoners.
Method
Participants. The prisoner group consisted of male prisoners who were incarcerated for serious crimes against persons; the prisoners were in the high-security prisons run by the Correctional Services Department in Hong Kong. Invalid protocols were deleted from the original sample (see the Procedure section for the criteria used to identify invalid protocols). The index offenses for prisoners in the final sample (N ϭ 170) were wounding (n ϭ 46), robbery (n ϭ 91), and rape (n ϭ 32), with 1 case missing the offense information. The mean age of the group was 28.8 years (SD ϭ 7.9). More than half of the prisoners had completed junior high school (Grade 9), whereas another 25% had only a primary school education (Grade 6). The majority of the prisoners were single (72%), another 13% of the sample were divorced or separated, and 13% were married.
The normal comparison group used in this study consisted of 227 men extracted from the normative sample collected in the standardization study in Hong Kong. The CPAI normative sample consisted of a representative sample of 2,444 Chinese adults (ages 18 -65 years) obtained from different regions of China and Hong Kong. The Hong Kong normative sample (N ϭ 446) was based on random sampling from a territory-wide household survey, followed by a random selection of household members (see Cheung, Leung, et al., 1996) .
Measures. The full set of the CPAI (consisting of 510 items that cover the 22 personality scales, 12 clinical scales, and 3 validity scales) was used in this study. It is a self-report measure in a paper-and-pencil form. There are about 15 items on each scale. The items are self-descriptions of behavior to be answered in a true-false format, and the summed responses form the score on each scale. The average Cronbach's alpha coefficient for the personality scales is .69; that for the clinical scales is .76. Traditional Chinese characters are adopted in the version used in Hong Kong.
The raw scores on the CPAI personality and clinical scales were converted to prototype T scores, modeled after the uniform T score of the MMPI-2 (Tellegen & Ben-Porath, 1992) . Like the uniform T score, the prototype T score addresses the issue of skewed distribution in the scales by combining the distributional characteristics of the scales to form a prototype distribution and determining the best formulas for converting the raw scores into standardized scores (Yung et al., 2000) . Different distributions and formulas were used for the clinical scales, which were more skewed than the personality scales. The scale scores for the entire normative sample from the standardization study were used to develop the prototype T scores. The prototype T score allows percentile comparability across scales and preserves the correlation structures of the scales. For the Chinese normative sample, the mean prototype T score on each scale was set at 50 and one standard deviation was 10, similar to the characteristics of the MMPI-2 uniform T score.
Procedure. Permission was granted by the Correctional Services Department. The prisoners were informed about the purpose of the study by the psychologists at their institutions and were invited to participate in the study on a voluntary basis with informed consent. The prisoners took the CPAI in small groups of less than 20. The groups were arranged with the assistance of the psychologists at the Correctional Services Department. The prisoners who participated in the study were relieved of their scheduled work activity. A research assistant attended the testing session to administer the test and to answer any queries. The testing time took about 90 min. At the end of the session, the participants were debriefed about the background of the CPAI and the purpose of the study. The Correctional Services Department did not have access to the test results of the individual participants. To screen out invalid protocols on the CPAI in research studies, cases with more than 30 unanswered items and those with their Response Consistency Index (RCI) score less than 4 were deleted. The RCI consists of eight pairs of repeated items, with a high score indicating good consistency between each pair.
The mean prototype T scores of the prisoners on the CPAI scales were computed. In addition, we used logistic regression to assess the ability of the CPAI scales to predict criminality. Logistic regression helps to evaluate the validity of the set of CPAI scales in estimating an individual's probability of diagnostic group membership. The sample of Hong Kong men extracted from the normative sample of the standardization study was combined with the male prisoner sample for the logistic regression. Because of the large number of scales, separate analyses were conducted for the CPAI clinical and personality scales. For both analyses, the dependent variable was group membership, with normal people coded as 0 and prisoners coded as 1.
Results
Personality profiles. Cronbach's alpha and the mean prototype T scores of the prisoners on the CPAI clinical and personality scales are presented in Table 1 . On the clinical scales, a high T score of approximately 60 predicts psychopathology. This is consistent with previous findings that used the Chinese norms on the Chinese MMPI. The mean T score of psychiatric patients was generally around one standard deviation above the mean on many of the MMPI clinical scales (Cheung & Song, 1989; . On the personality scales, a T score above 50 depicts a higher level of the personality characteristic represented on that scale. For scales with a bipolar dimension, a score above the mean of 50 indicates more of the personality characteristic listed first in the scale label. A score below the mean of 50 indicates more of the personality characteristic listed second in the scale label.
On the clinical scales, the prisoners scored highest on PAT and ANT. The other clinical scales fell within one standard deviation of the norm. On the personality scales, all of the scale scores were within one standard deviation of the norm. The prisoners tended to score lower than the norm on Veraciousness versus Slickness (V-S; i.e., more slick), Thrift versus Extravagance (T-E; i.e., more extravagant), and Responsibility (RES; i.e., less responsible).
Logistic regression. In the first model estimation using only the clinical scales, all 12 CPAI clinical scales were included. The forward stepwise estimation method was used to build the simplest logistic model that was able to distinguish between the normal comparison group and the prisoner sample. The results are presented in Table 2 .
Four clinical scales were entered in the final model: PAT, ANT, SOM, SEX. This combination of predictors was able to differentiate prisoners from normal people, 2 (4, N ϭ 393) ϭ 181.54, p Ͻ .01, and correctly classified 79.9% of the cases. Model chi-square, improvement chi-square, B, Wald, and partial correlation ( pr) statistics for each predictor are shown in Table 2 . Similar logistic regression analyses were conducted with all 22 CPAI personality scales. Table 2 presents the results of the analysis. Seven personality scales were entered in the final model: T-E, O-P, V-S, Ren Qing (Relationship) Orientation (REN), MOD, Flexibility (FLE), and Adventurousness (ADV). This combination of predictors was able to differentiate prisoners from normal people, 2 (7, N ϭ 383) ϭ 137.12, p Ͻ .01, and correctly classified 75.5% of the cases. Model chi-square, improvement chisquare, B, Wald, and partial correlation ( pr) statistics for each predictor are shown in Table 2 .
Study 2
In the second study, we examined the clinical utility of the CPAI in discriminating psychiatric patients from a normal comparison group. In addition, we compared three subgroups of patients. We expected the patients in the psychotic spectrum to have more disturbed profiles than the nonpsychotic patients. Further, we expected the behavioral problem scales to be more elevated than the emotional problem scales among the psychotic patients. In the case of the nonpsychotic patients, we expected the pattern to be reversed. In addition to the clinical scales, we included the personality scales in the analyses for exploratory purpose.
Method
Participants. Patients from two psychiatric hospitals in Beijing, China were recruited by the attending doctors to participate in the study. These two hospitals are among the leading teaching hospitals in psychiatry in China. After invalid protocols were deleted from the sample, 339 patients (159 men and 180 women) were included in the final sample. On the basis of the second revision of the Chinese Classification of Mental Disorder (CCMD-2) set by the Chinese Medical Association (1981, 1985) and the Chinese Journal of Nervous and Mental Disease Editorial Committee (1986) , the diagnoses of the patient group included schizophrenic disorders (n ϭ 212), bipolar disorders (n ϭ 43), neurotic disorders (n ϭ 79), and other disorders (n ϭ 5). The subgroups in the neurotic disorders include anxiety and depression. According to Yang et al. (1999, pp. 361-362) , there is good correspondence between the primary diagnoses according to CCMD-2 and DSM-IV (American Psychiatric Association, 1994) diagnoses. Except for a small proportion of neurotic patients who were seen in the outpatient clinics, all the other patients were inpatients of the two hospitals. Only those patients whose disturbed symptoms had settled and could concentrate on the self-report measure were invited to participate in the study. The severity of the patients' symptoms was not recorded on their diagnoses. The patients with bipolar disorders were tested mostly during the manic episode. These patients commonly reported psychotic symptoms. The mean age of the patients was 35.1 years (SD ϭ 10.3). Information on the educational level was missing from the majority of the patients.
To generate a comparison group of normal adults for the logistic regression, we randomly selected the same number of men (N ϭ 159) and women (N ϭ 180) from the normative sample collected in the standardization study in mainland China. The original normative sample of the CPAI consists of a representative sample of 2,444 Chinese adults (ages 18 -65 years) obtained from different regions in China and Hong Kong. The normative sample from China (N ϭ 1,998) was based on a quota sample from seven major regions in China (see Cheung, Leung, et al., 1996; Cheung et al., 2001) .
Measures. As in Study 1, the full set of the CPAI (consisting of the 22 personality scales, 12 clinical scales, and 3 validity scales) was used in this study. Simplified Chinese characters were printed in the version used in China. To standardize the comparison across scales with the normative sample, the raw scores on the CPAI scales were transformed to prototype T scores with a mean of 50 and a standard deviation of 10. Separate male and female norms were used for the conversion of the T scores for the psychiatric patients. Procedure. For the psychiatric patients, staff members administered the test individually or in small groups at the hospital. For some patients, more than one sitting was needed to complete the test. The patients were invited to participate in the study on a voluntary basis. They were informed about the purpose of the study by their doctors and were told they could discontinue participation at any time. The same screening criteria as in Study 1 were used to delete invalid protocols: more than 30 unanswered items or an RCI score less than 4.
The mean scores for the whole group of patients as well as the three diagnostic subgroups of patients were computed. Multivariate analyses of variance (MANOVAs) were conducted to examine the main effect of diagnostic categories on the set of CPAI clinical and personality scales, followed by univariate analyses of variance (ANOVAs) for multiple comparisons of means.
We then used logistic regression to assess the ability of the CPAI scales to predict the occurrence of psychiatric disorders. Given the large number of CPAI scales, we ran separate analyses for the personality and clinical scales. For both analyses, the dependent variable was group membership, with nonclinical adults coded as 0 and psychiatric patients coded as 1.
Results
Personality profiles. Cronbach's alpha and the mean prototype T scores of the patients on the CPAI clinical and personality scales are presented in Table 3 . The scores for the total group as well as for the three major diagnostic groups are included in this table.
For the total patient group, many of the clinical scales were elevated, especially the following three scales that had an average T score over 60: ANT, PAT, and DIS. Scores on all of the personality scales fell within the normal range.
MANOVA. MANOVA results show significant main effects of psychiatric diagnoses on the clinical scales. Overall, there were significant differences in the clinical dispositions among the three patient groups, Wilks's ⌳ F(24, 588) ϭ 3.80, p Ͻ .01. For each clinical scale, we performed an ANOVA, followed by Tukey's honestly significant difference test for multiple comparisons between means ( p Ͻ .05). The results of the ANOVAs and multiple comparisons are presented in Table 3 .
In the group comparisons between patients with bipolar disorders and patients with neurotic disorders, the former group scored higher on SOM, HYP, ANT, NEE, DIS, PAR, SEX. Comparison between the neurotic patients and the schizophrenic patients showed that neurotic patients scored higher on DEP and PHY, whereas schizophrenic patients scored higher on HYP, ANT, DIS, PAR, and SEX. Although the patients with bipolar disorders scored slightly higher on some of the clinical scales than the patients with schizophrenic disorders, there were no significant differences between the two groups of patients on the clinical scales. We conducted similar analyses on the CPAI personality scales. Results of the MANOVA showed significant differences in the personality dispositions among the three patient groups, Wilks's ⌳ F(44, 560) ϭ 3.08, p Ͻ .01. The results of the ANOVAs and the multiple comparisons are presented in Table 3. The post hoc analyses between the patients with bipolar disorders and the neurotic patients showed that the former group of patients scored higher on HAR, FAC, T-E, Leadership (LEA), Self-versus Social Orientation (S-S), Logical versus Affective Orientation (L-A), and Defensiveness (Ah-Q Mentality; DEF) and lower on Flexibility (FLE), MOD, and Introversion versus Extraversion (I-E). Comparison between patients with neurotic disorders and those with schizophrenic disorders showed that the neurotic patients scored higher on EMO, FLE, and I-E and lower on RES, O-P, Meticulousness (MET), HAR, REN, FAC, T-E, S-S, L-A, and DEF. The patients with bipolar disorders differed from the schizophrenic patients primarily on the Social Potency factor scales, scoring higher on LEA, ADV, and Extraversion (i.e., low I-E), as well as on DEF.
Logistic regression. In the first model estimation using only the clinical scales, all 12 CPAI clinical scales were included. The forward stepwise estimation method was used to build the simplest logistic model that was able to distinguish between the normal sample and the clinical patient sample. The results are presented in Table 4 .
Six clinical scales were entered in the final model: PAT, DIS, DEP, SEX, ANT, and SOM. This combination of predictors was able to differentiate patients from normal people, 2 (6, N ϭ 652) ϭ 179.39, p Ͻ .01, and correctly classified 70.4% of the cases. Model chi-square, improvement chi-square, B, Wald, and partial correlation ( pr) statistics for each predictor are shown in Table 4 . Table 4 also presents the results of the logistic regression analyses conducted with all 22 CPAI personality scales. Eleven personality scales were entered in the final model: MOD, External versus Internal Locus of Control (E-I), I-S, REN, I-E, Family Orientation (FAM), ADV, S-S, T-E, FAC, and L-A. This combination of predictors was able to differentiate patients from normal people, 2 (11, N ϭ 648) ϭ 187.67, p Ͻ .01, and correctly classified 70.2% of the cases. Model chi-square, improvement chisquare, B, Wald, and partial correlation ( pr) statistics for each predictor are shown in Table 4 . 
Discussion
Results of the analyses from Study 1 and Study 2 provide CPAI profiles of Chinese prisoners and psychiatric patients that are distinct from nonclinical samples. In addition, different categories of patients can also be differentiated on the CPAI scales. The studies also identify the CPAI clinical scales and personality scales that would be useful in discriminating between prisoners and the normal population, as well as between psychiatric patients and the normal population. The personality profiles of the prisoners and the psychiatric patients are discussed below in greater detail.
Prisoners
The prison sample consisted of incarcerated offenders who had not been diagnosed with psychiatric disorders. Their personality profiles reflected lifestyles and behavior patterns that were deviant from those of the normative culture. The most prominent personality features of the prisoners were their pathological dependence and antisocial behavior. In the delinquent subculture, lack of impulse control as reflected in the habits of heavy smoking, drinking, drug addiction, and gambling are very common. It is interesting to note that the prisoners' average PAT score was, in fact, higher than their ANT score. The ANT scale comprises items covering family disapproval and social alienation. The moderate elevation on this scale suggests that for the prisoners, family relationship may not have been the most indicative of social deviance. Although most of the personality scale scores were within the normal range, the results show that the prisoners tended to be less responsible and honest than the general population and were more likely to be imprudent in spending money. These personality characteristics complement the psychopathological features depicted in the clinical scales.
In the logistic regression models, a combination of four clinical scales and another combination of seven personality scales was able to differentiate prisoners from the normal comparison group. These models correctly classified 79.9% and 75.5% of the cases, respectively.
Psychiatric Patients
The clinical profiles of the psychiatric patients are generally consistent with the predicted directions. Patients in the psychotic spectrum (schizophrenic disorders and bipolar disorders) had more disturbed profiles than the neurotic patients. Among the psychotic patients, the Behavioral Problem factor scales were also more elevated than the Emotional Problem factor scales. The profiles of the three groups of patients are discussed below.
Given that the patients with bipolar disorders were in manic episodes, the most elevated clinical scales were DIS, HYP, ANT, PAT, PAR, NEE, SEX, and SOM. They displayed high levels of psychological disturbance and tended to act out rather than acknowledge their affect. In their personality make-up, they tended to be extraverted and demonstrated leadership characteristics. However, their social potency was marred by their pathological disturbance. They were also inclined to be conscious of facesaving and would use rationalization as a form of defense mechanism to justify their failures. These defensive mechanisms underlined their acting out behavior and behavioral disturbance. These personality features have been depicted in contemporary Chinese novels to satirize the protective and defensive mechanisms adopted by many Chinese people. The emic personality scales of FAC and DEF were developed specifically to highlight these features.
The most elevated clinical scales among the patients with schizophrenic disorders were DIS, PAR, HYP, PAT, and ANT, scales that mostly load on the CPAI Behavioral Problem factor. In terms of general personality make-up, schizophrenic patients tended to be rigid, constricted, and traditional. Although the mean scores on the clinical scales among the schizophrenic patients were slightly lower than those of patients with bipolar disorders, the differences were not statistically significant. It should be noted that the number of patients with bipolar disorders in this study was small. Previous studies also found that these two diagnostic groups had similar scale elevations on the clinical scales of the Chinese MMPI, although Scale 9 (Hypomania) tended to be more elevated among the manic patients (Cheung & Song, 1989) . As the symptomatology of the schizophrenic patients included both positive and negative symptoms, it is possible that their mean profile was not more disturbed as a group compared with the manic patients.
For the patients with neurotic disorders, clinical scales were less elevated than the other two groups. Depression and physical symptoms were the dominant clinical features. These two scales load on the Emotional Problem factor of the CPAI clinical scales. Their mean scores on these two scales were significantly higher than those of schizophrenic patients, but not the patients with bipolar disorders. Despite the presence of psychosomatic symptoms, these patients also admitted their negative affect. Their mean score on the SOM scale was significantly lower than that of the patients with bipolar disorders. With the exception of PAT, their mean scores on all of the scales on the Behavioral Problem factor were significantly lower than those of the bipolar disorder patients. In comparison with schizophrenic patients, their mean scores on all of the Behavioral Problem factor scales were significantly lower with the exception of PAT and NEE.
The personality of these patients with neurotic disorders was characterized by emotionality, pessimism, and lower inclination toward reciprocal interpersonal relationships as reflected by lower scores on two of the indigenous scales, HAR and REN, which depict important attributes in maintaining mutual relationships in Chinese culture. Harmony is emphasized in social relationships among the Chinese people. Reciprocating social favors and maintaining social ties, which are encompassed by the concept of Ren Qing, are important functions in Chinese social relationships. For these patients who are not inclined toward the expected cultural norms in interpersonal relationships, the pressure for meeting the demands of social ties may be a source of strain.
The clinical features represented by the CPAI profiles generally fit the expected patterns for the three groups of psychiatric patients. The personality scales associated with the bipolar disorders and neurotic disorders illustrate patterns of behaviors that characterize these patients. In addition to universal personality traits, culturally relevant personality traits such as harmony, face, and Ren Qing, also enrich the understanding of the personality dynamics in these disorders. In the case of schizophrenic patients, the clinical scales define their distinctive personality characteristics more than the normal personality scales. The lack of a strong relationship between normal personality domains and schizophrenia was observed in another study (Yang et al., 1999 ). This weak relationship was attributed to the nature of schizophrenic disorders, which was alleged to reflect more disturbances in cognitive and perceptual organization than in personality traits.
In the logistic regression models, a combination of 6 clinical scales and another 11 personality scales was able to differentiate the combined group of psychiatric patients from the normal comparison group. These models correctly classified 70.4% and 70.2% of the cases, respectively.
Relevance of Emic Scales
In the studies of both the prisoners and patients, emic scales of the CPAI were included in the logistic regression models. The SOM scale is one of the clinical scale predictors that differentiate the prisoners and the psychiatric patients from the general population. Similarly, emic personality scales on the CPAI, such as REN, MOD, and T-E, predicted membership in the prisoner group. In addition to these three scales, the emic scales of FAM and FAC also predicted membership of the psychiatric patient group. These emic scales enrich the description of the general personality profiles of the Chinese prisoners and patients. In particular, the Interpersonal Relatedness factor scales, including REN, FAC, and HAR, help to illustrate the social adaptiveness of the clinical groups that forms an important aspect of normality and deviance in the Chinese culture. Intracultural comparison of the CPAI among ethnic Chinese from different regions showed congruence in the structure of the Interpersonal Relatedness factor (Cheung, Cheung, Leung, Ward, & Leong, 2002; Cheung, Leung, et al., 1996) . These interpersonal contexts are important considerations in understanding psychopathology and implementing intervention not only for patients in Chinese societies but also for Chinese American patients who are born overseas or who adopt culture-of-origin behavioral patterns.
Conclusion
The present studies are the first attempts to validate the clinical utility of the CPAI. The preliminary findings support the usefulness of a comprehensive personality inventory that includes both etic and emic scales covering normal as well as pathological personality characteristics in the assessment of clinical populations in Chinese societies. The etic scales of the CPAI provide norms that are appropriate to the population. In addition, the emic scales on the CPAI provide culturally meaningful information that is otherwise not available in translated instruments. In particular, the indigenous scales from the Interpersonal Relatedness factor highlight some of the interpersonal contexts that may pose as social stressors in emotional problems, as well as the defensive mechanisms in reaction to perceived threat. These personality attributes are not covered by Western personality measures and would have been missed when translated personality tests are used (Cheung et al., 2001) . Although the overall usefulness of the CPAI scales is supported in these exploratory studies, it is also noted that the scale scores on the clinical scales are only moderately elevated among the clinical samples. This range restriction has also been noted in the scores of the Chinese MMPI-2 when the local norms are used for T-score conversion . One possible explanation for the modest differences between Chinese normals and Chinese patients may be that the former group is prone to endorse psychopathological items. However, the low raw scores obtained by the normative sample in the standardization study on the clinical scales did not support this explanation. The restriction in score range on the CPAI may also be related to the relatively small number of items and the resultant ceiling effect on each scale. In the restandardization project of the CPAI, the number of items on the clinical scales has been increased to examine the effect on score range for psychiatric patients. The issue of range restriction will be further examined in a large-scale clinical study currently underway.
Given the small sample size of psychiatric patients in the second study, the profiles of the diagnostic subgroups should be taken as tentative. In particular, the lack of significant differences between profiles of the patients with schizophrenic disorders and those with bipolar disorders suggests that more information on the nature and severity of symptoms should be collected on the patients in future studies. For the psychiatric samples included in the present study, the diagnostic categories were assigned by the attending doctors on the basis of their experience and practice. There might be variations in symptomatology within the diagnostic categories. Largescale studies with more refined diagnoses are needed to establish typical profiles for subgroups of clinical populations. A further study with the CPAI is currently underway with over 2,000 psychiatric patients. More detailed diagnostic information is being collected for DSM-IV-TR Axis 1 and Axis 2 classification. With this large-scale study, it will also be possible to explore empirical strategies to derive scales on the CPAI that would produce better discrimination between patients and normal respondents, and among different diagnostic groups of patients.
It should also be kept in mind that the clinical samples in the present studies were obtained from single locations: prisoners from Hong Kong and psychiatric patients from Beijing. We are conscious of possible intracultural differences among the samples. In the original development of the CPAI, the factor structures of the Hong Kong and the mainland Chinese standardization samples were highly congruent. Even though the mainland Chinese standardization sample covered different regions of China, the regional similarities were greater than differences on the scale scores. In the clinical validation study currently underway with psychiatric patients from different regions of China and Hong Kong, the intracultural variability issue will be revisited.
